stained slides, which were considered representative of the lesion. Whenever necessary, new slides were prepared from the stored paraffin blocks.
The research was focused on the correlation of clinical-dermoscopic and histological features, using image examples, whenever possible.
Statistical analysis was performed using software (SPSS v22.0, IBM Corp, Armonk, NY). Descriptive frequencies were calculated to characterize the study population. Kruskal-Wallis test was performed to determine whether dermoscopic patterns differed among age groups. P values below 0.05 were considered statistically significant.
Results
Of the 47 enrolled patients, 80.9% (38/47) were females, and the overall median age was of 15 years (range 3-72 years), including 59.6% (28/47) under 18 years of age (3-17 years) and 40.4% (19/47) adults (19-72 years). The most common lesion sites were the lower extremities (24/47, 51.1%), followed by the upper extremities (11/47, 23.4%), the trunk (7/47, 14.9%) and the face (5/47, 10.6%). Most frequently described were black (20/47, 42.6%) and brown lesions (17/47, 36.2%). Only 5 out of 47 (10.6%) lesions were pink-red. Table 1 details the clinical and histological features according to the main dermatoscopic patterns. The prevailing dermatoscopic patterns were the starburst and the atypical/ multicomponent, which accounted for 57.4% (27/47) of the cases. Reticular pattern predominated among young children under 12 years of age (3/5, 60%), whereas homogeneous pattern was more frequently found among patients over 12 years old (6/8, 75%), although these differences were not statistically significant (P=0.785, Kruskal-Wallis test). The reticular pattern encompassed the inverse white (n=3) and the superficial black network (n=2). In the pediatric patients (aged under 18 years) with suspected Spitz/Reed nevus by dermoscopy who had submitted described a benign pigmented melanocytic lesion, predominantly found on the lower extremities and thereafter named Reed nevus, which is currently regarded as the pigmented counterpart of Spitz nevus [3, 4] . The main concern with these lesions remains their propensity to mimic melanoma at clinical, dermatoscopic and histopathological levels [5] .
Dermoscopy improves diagnostic accuracy in many cutaneous lesions, including Spitz/Reed nevi, for which the following patterns were identified: globular, reticular (inverse white and superficial black network), starburst, homogeneous and atypical/multicomponent [4, 6] .
Despite the attempts, there is no consensus in the histopathological classification of these lesions [7, 8] . Although considered by some authors [3] an exclusively spindle-cell nevus, Reed nevus may display a mixed pattern with epithelioid and spindle cells. In classical Spitz nevus, melanocytes are characteristically epithelioid but often also spindle-shaped [3] . Spitz/Reed nevi with atypia include a subset of lesions not fulfilling the histopathological criteria for melanoma, but displaying at least one of the following: a) asymmetry; b) poor lateral circumscription; c) predominance of single melanocytes over nests; d) ulceration; e) extensive involvement of the dermis and subcutis; f) impaired maturation; g) excessive mitotic activity; and h) deep dermal mitoses [3] .
This manuscript aims to correlate the clinical-dermatoscopic and histological findings in a series of Spitz/Reed nevi in adults and children followed at the Department of Dermatology of an University Hospital, reviewing and discussing the latest available data on this particular issue.
Methods
We conducted a cross-sectional and retrospective study at the cal architecture, cellular maturation in the deep dermis, and absence or scant mitotic activity. However, the histological differential diagnosis of spitzoid tumors often represents a difficult challenge, with several lesions uncovered in a "gray zone" raising interobserver disagreement [3, 10] .
The presented results support that Spitz/Reed nevi should be excised in adults and children older than 12 years old, in agreement with Lallas et al [10] , given the inability to predict with accuracy those with histopathological atypia that may raise concern about aggressive behavior and hinder the differential diagnosis with spitzoid melanoma.
Clinical and dermatoscopic follow-up was the first choice accordance with other authors [7, 8] .
to excision (n=28), histopathology confirmed the diagnosis without any prepubertal melanoma diagnosed, although 8
cases ( 
Discussion
Similarly to Ferrara et al [3] , we found overlapping histopathological features between lesions categorized as epithelioid and/or spindle-cell nevi supporting the unifying denomination of Spitz/Reed nevi. Additionally, as in the abovementioned study [3] , an association between dermatoscopic and histopathological atypia was not always found, especially referring to dermatoscopic asymmetry, raising the possibility that histological sections may not always be representative of the whole lesion. A blue-whitish central veil or a diffuse bluish pigmentation found in lesions with distinct dermatoscopic patterns (Figures 1, 2) usually results from dermal accumulation of melanophages and does not imply regression and therefore should not be considered as an atypical dermatoscopic finding in this setting. We report a prevalence of an atypical/multicomponent dermatoscopic pattern of 23.4%, which is in accordance with other studies [9] . The reticular pattern predominated in children under 12 years old, although without statistical significance, this finding may support the importance of this pattern in early stages of development of these nevi [9] . Conversely, the homogeneous pattern was more frequent among older patients, as expected by the presumed natural evolution of these lesions [8] .
Histopathological features that favor the diagnosis of Spitz/Reed nevus over spitzoid melanoma are the symmetri- 
